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AMOUNT, DURATION AND SCOPR OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY EEEDY

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses
prescribed by a physician skilled in diseases of the eye or by an :
optometrist. :

a. Prescridbed drugs.

ly / Provided: 1:7 No limitatlioens Aﬁi. With limitationsx

/__/ Not provided,.

b. Dentures.

/X‘Provided: _/:7 No limitations Xiith limitationsx

/ 7 Not provided.

¢. Prosthetic devices.

/ A/ Provided: 1:7 No limitations gﬁ?' with limitationsx

X

/ Not brovided.

d. Eyeglasses.

~

/ Provided: 1:7 No limitations Z}? With limitations*

I\

/ Mot provided.

13. Other dlagnostic, screening, preventive, and rehabilitative services,
i.e., other than those provided elsewhere in the plan.

a. Diagnostic services.

t A/ Provided: / / No limitations £Q§' With limitationsx

/ Hot provided.

*pescription provided on attachments

TH No._azaTE 03-0)F "9710]03 ¢/1]03
Supersedes Approval Date <& = Rffective Date R.1/95
Supercedes a5. 01t QLTS

HCFA ID: 0069P/0002P



State of Indiana

12.a. Prescribed Drugs

12.b. Dentures

12.c. Prosthetic devices

12.d. Eyeglasses

13.  Other diagnostic, screening
preventive and
rehabilitative services

13.a. Diagnostic services

TN No. _03-017
Supersedes
TN No. _00-007

Attachment 3.1-A
Addendum Page 7

Provided with limitations.

Reimbursement is available for prescribed drugs subject to the
limitations set out in 405 IAC 5. The following are not
covered: anorectics or any agent used to promote weight loss;
topical minoxidil preparations; fertility enhancement drugs;
drugs prescribed solely or primarily for cosmetic purposes. All
over-the-counter and non-legend items are subject to the
limitations set out in 405 IAC 5-24.

In accordance with Section 4401 of P.L. 101-508 (Omnibus
Budget Reconciliation Act of 1990), Indiana Medicaid will
fully participate in the manufacturer rebate program. In doing
so, all applicable provisions and restrictions of the legislation,
as well as that of any subsequent rules and/or regulations, will
be strictly adhered to. Specifically, Indiana Medicaid will
reimburse for all rebating manufacturers' (as identified to the
agency by HCFA) products fully in accordance with the
specifications of the legislation. The program will also adhere
to all reporting requirements of the legislation.

Provided with limitations.

Prior review and authorization by the agency is required for all
dentures, partials and repairs. Reimbursement is subject to the
limitations set out in 405 IAC S.

Provided with limitations.

Prior review and authorization by the agency is required for all
basic prosthetic components and repairs. Reimbursement is
subject to the limitations set out in 405 IAC 5.

Provided with limitations.
Reimbursement is available subject to the limitations set out in
405 IACSS.

Provided with limitations.

Reimbursement is available subject to the limitations set out in
405 IACS.
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